Different investigators have considered the lesion to be (I) a local or focal osteitis fibrosa, (II) a neoplasm: or (ILL) a hyperplasia.
(I) Knaggs (1926) , who favours the diagnosis of osteitis fibrosa, says that: (a) The disease commences during childhood or during the growing period, and if left to itself may last a lifetime. (b) There is reason to believe it may become stationary or even go on to a spontaneous cure. (c) There is a complete absence of any periosteal bony deposit. (d) The affected bone is enlarged giving the impression of a swollen bone. " The resemblance to the normal bone remains, but the salient points that give the latter its 'expression' disappear." Davis (1941) differentiated between focal osteitis fibrosa and a tumour as follows: In focal osteitis "the enlargement is confined to the outer surface of the alveolus and its inner surface shows no swelling. On the other hand, a tumour expands the whole alveolus, forming more or less a globular tumour in the palate. This distribution of the swelling is a distinguishing feature between a tumour and osteitis".
(II) That this bony lesion of the maxilla is a neoplastic process can be concluded from the work of Thoma (1944) , Phemister and Grimson (1937) , and Furedi (1935) . The term osteofibroma seems to be generally accepted. Phemister and Grimson in describing 13 cases of fibrous osteoma of the jaws (4 in the maxilla, 8 in the mandible, and 1 in both bones) say that, in general, the tumours are slow-growing, and when starting in childhood tend to become stationary in adult life. No case has been AuG.-ODN. 1. 12 recorded which has become malignant. Blood calcium and phosphorus were determined in 4 cases and found to be normal. The lesion appears to be a true neoplasm and not a form of osteitis fibrosa, hyperostosis or chronic inflammation.
Thoma makes the following comments on fibro-osteoma: "This benign osteogenic tumour heretofore has been described under the name of localized osteitis, osteofibroma, ossifying fibroma, fibrous osteoma, or osteoid osteoma. The reason for all these names is easily understood when we consider the varied appearance and the changeable proportion of soft and hard tissue . . . I feel now that the terms localized osteitis fibrosa and osteodystrophia fibrosa are not in keeping with the pathological condition found. In the first place there is no evidence of osteitis as seen in Paget's disease, and second, the term fails to designate that the disease is an expansive new formation."
(III) It is perhaps a little unfortunate that most authorities have grouped this so-called tumour with similar though not identical lesions occurring in the mandible. This no doubt accounts for the multiplicity of terms. Furedi has stated that the maxillary tumour is somewhat of a different nature; and in speaking of osteofibromata of the maxilla questions whether they are true tumours or hyperplasias of probable inflammatory origin. In 1913 Westmacott reviewed 8 cases under the title "Chronic Hyperplasia of the Superior Maxilla". The ages of the patients ranged from 17 to 30 and he noted the following details: (1) The swelling is limited anteriorly by the premaxilla; (2) the alveolus is first affected and then the outer wall of the maxilla towards the malar process.
This brief review of the literature reveals the confusion that exists in describing these conditions. In this paper we make the following observations on 9 cases:
Atge, sex and incidence.-The condition would definitely appear to begin in childhood. 5 cases were seen in patients under 20 years of age when the lesion had attained a considerable size; 3 under 30 years of age and 1 case aged 52. 5 of the cases occurred in female patients. It is extremely difficult to assess the degree of incidence. In reviewing several hundred cases of tumours our total of 9 cases over some ten years is low. There is no evidence of any hereditary tendency.
History.-No history of trauma could be obtained. This particular lesion is symptomless; many of the cases present themselves solely for cosmetic reasons or because in early life the parents notice the swelling, or when the swelling interferes with the making of a denture.
Examination.-The condition presents a definite clinical entity. The lesion appears to begin in the buccal aspect of the upper alveolus opposite the first molar and second premolar tooth-it extends in an upward direction involving the outer antral wall. This wall appears to become thickened and posteriorly the tuberosity is also involved. There is no anterior spread beyond the canine tooth. Later the extension occurs palatally but before this is discernible the "bending" of the medial raphe can be noted with its maximum concavity opposite the site of origin. The anterior part of the mid-line is not altered as in the more extensive bony lesions involving other facial bones. There is no encroachment on the nasal passage, fronto-malar synchondrosis, or zygomatic arch. The zygomatic bone shows involvement in the more extensive lesions as also does the anterior part of the floor of the orbit which may be slightly raised. On the affected side the eye will appear to be on a slightly higher plane but there is no disturbance of vision; the buccal mucosa is normal. The swelling is bony, hard, and painless; it is not well defined, and the bone rather gives the appearance of a "swolfen bone". In only 1 case was the occlusal plane of the teeth affected. In this the maxillary teeth were displaced palatally and downwards. No alteration in size and shape of the teeth was noted, but slight spacing of the teeth has been noticed in the larger swellings, and the teeth themselves showed little evidence of infection.
The cases seen early in life presented extremely healthy mouths as might well be expected. Those seen later had had teeth removed at various stages, on account of simple caries, and not for any gross infection. One case, aged 27, dates the swelling since the age of 7; at the age of 17 all his teeth were removed except an upper third molar (which presumablv was unerupted) on account of caries.
The last clinical observation is the natural arrest of the condition. It is agreed that these lesions are arrested when the growth of the maxilla is complete. This is borne out by clinical evidence and is an important matter as far as treatment is concerned. We have not been able to follow these cases over a sufficiently long time to ascertain if they enter the realm of Paget's or leontiasis conditions as suggested by some authorities. Our view is in common with that of others who do not regard the lesion as belonging to either of these conditions. X-ray examination is of the greatest value in the diagnosis of these conditions. It must, however, be stated that apart from X-ray and histological examinations no other special investigation revealed any data of value.
Histology.-In this group of swellings of the maxilla, histologically one must consider three different conditions:
A. True tumour: Rarely there occurs a true tumour in this region which appears to be locally invasive. This has been described by one of us (R. W. S.) previously. Its true nature is not yet determined, and for the present it must remain anonymous. This condition shows a characteristic histology: a cellular spindle-cell stroma, the cells of which are arranged around areas of calcification and areas of bone formation. It is possible that this condition is an atypical form of cementoma, but its behaviour is somewhat different. Although encapsulated in the early stages, if left alone it will invade and destroy the bones. The tumour appears to be radio-sensitive. B. A lesion of the bone akin to, if not identical with, Paget's disease: There were 2 such cases in our series and fig. 2a shows the typical appearances, i.e. irregular bone formation, marked osteoclastic activity and a loose connective tissue stroma. This condition, too, would appear to be progressive.
C. Osteofibrous enlargements: This group contains 7 of our 9 cases. Although this lesion would appear to constitute an entity its nature is still in doubt. Histologically the condition shows fibrous tissue which varies considerably in cellularity in different cases and in different portions of the tissue from the same case. The bone present varies in amount and much of it is fully-formed lamellar bone with a trabecular arrangement. Fig. 2b shows a low-power view of such a case and gives some idea of the variation in cellularity of the fibrous tissue. Figs. 2c, d , are high-power views showing the great variation, and it will be noted that the bone is fully-formed lamellar bone.
The nature of these masses is in considerable doubt. They have been described by various authors as: chronic osteitis, localized osteitis fibrosa, Paget's disease, osteofibromata and hyperplasia. Chronic osteitis is not supported by the histology as the lesion shows no evidence of inflammatory infiltration. Even if one admits that localized osteitis fibrosa (Knaggs) is a positive entity the appearances of these masses do not correspond with this condition. They show little osteoclastic activity; cyst formation is uncommon and much of the bone that is laid down is fully formed lamellar bone. The same is true of Paget's disease; the typical cases show none of the features of this disease. But in contradistinction to true tumours they are not localized and they become static after a certain stage of growth has been reached. Many workers have stated that there is frequently a history of trauma but that has not been our experience. We should prefer to regard the condition as a developmental hyperplasia possibly associated with trauma and analogous to osteochondritis juvenilis of the cartilage bones.
In the present state of our knowledge concerning these masses we have adopted the non-committal term-osteofibrosis of the maxilla. excludes the leontiasis ossea group, which is not confined to the maxilla alone as is the case with Paget's disease. The lesions as they affect the palate and teeth have markedly distinguishing features as can be seen in figs. 3a, b, c. Of the more localized lesions producing a swelling of the maxilla we must consider soft tissue, dental and bony lesions. Soft tissue tumours (as for example carcinoma or mixed parotid tumours involving the antrum in whole or part) are easily differentiated from these bony lesions. Radiographs will exclude all soft tissue tumours and most tumo'urs of dental tissues. The large odontomes are composed of calcified dental tissues. The appearance ofthese again shows characteristics which differ from the condition we have under consideration. The last group we have to exclude comprises the true osteomata, a tumour described by one of us previously (Scarff, 1947) , and perhaps some early pagetoid cases. The true osteoma is more of an encapsulated tumour with all its inherent characteristics. It does not conform with the shape of the maxillary bone tending to lessen its marks of "expression". The tumour described by R. W. S. can also be excluded with the clinical difference that it is more localized in the early stages with a later tendency to invasion, and to recurrence following removal. Some of the early cases of Paget's disease seen by us have shown alveolar changes which are distinct. These have been described by Sir Frank Colyer. One case, however, showed some swelling of the malar bone but again, we repeat, no other pathology conforms with the anatomical arrangement we have outlined. The recognition of this lesion as a definite clinical picture is borne out by the history, examination, and special investigations. Treatment.-The treatment is usually conservative. There is no need for radical surgery in view of the nature of the lesion. Its correction for cosmetic reasons is justifiable; again, the making of a denture may necessitate some correction of the deformity. In either case a surgical trimming is all that is necessary.
